Surgeons who treat malignant growths in the mouth and pharynx must look forward to having at least two failures to every one success and my own survey of the end-results of carcinoma of the upper jaw suggests that if the growth originates in the nasal sinuses the cure rate is even lower.
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President-HAROLD C. EDWARDS, C.B.E., M.S., F.R.C.S. [November 3, 1954] DISCUSSION ON TREATMENT OF MALIGNANT DISEASE OF THE UPPER JAW Mr. A. J. Gardham: Surgeons who treat malignant growths in the mouth and pharynx must look forward to having at least two failures to every one success and my own survey of the end-results of carcinoma of the upper jaw suggests that if the growth originates in the nasal sinuses the cure rate is even lower.
Thus, in considering this disease, there is very good reason for looking at treatment from the point of view of the uncured as well as the cured.
When one sets out to treat a patient with a growth in the upper food or air passages certain considerations must be taken into account. They are:
(1) The chances of cure.
(2) The penalty which the patient pays for an attempt at cure. (3) The duration of life in uncured cases. (4) The possibility of making the remainder of the patient's life more tolerable by palliation.
Considering these points in relation to carcinoma of the upper jaw originating in the nasal sinuses, the answers appear to me to be as follows:
(1) The chances of permanent cure are low and therefore the other considerations count for more when treatment is planned than they do when one is dealing with growths of lower malignancy.
(2) The penalties of any attempt at radical cure are very considerable if the attempt involves a major excision. An unsuccessful attempt which opens up large areas of raw tissue involves a very real risk of diffuse recurrence in the wound bed. This risk must not be incurred lightly as it certainly leaves the patient worse than he would have been with an untreated growth. The penalties of more limited operations are much less whether they succeed or fail.
(3) The average duration of life in uncured cases is well below a year in the series which I have studied but survival for three or four years is not uncommon. Thus, the quality of life which we can offer to our patients when the growth is not cured is very important.
(4) The possibility ofpalliation.-The worst features of untreated and uncured growths are pain and foul discharges. Neither of these is an essential part of the picture of a growth in the mouth. Pain is generally due to one of three things: Invasion of compact bone, very extensive invasion of soft tissues, or sepsis. In the antrum sepsis often accounts for a large part of the pain and if sepsis is controlled by diminishing the extent of the growth and providing free drainage pain is greatly diminished. The same is true of discharge. Invasion of compact bone is rare in growths originating in the nasal sinuses and the danger of producing massive necrosis of bone by irradiation is much less than it is, for instance, in a carcinoma of the floor of the mouth. Thus, in growths of the upper jaw palliation by drainage to relieve sepsis and careful irradiation to diminish the size of the growth is well worth while even if it does not produce a cure. Available methods of treatment.-The classical excision of the upper jaw is rarely indicated in growths which originate in the nasal sinuses. In these growths it produces few cures. Its penalties are high and it gives palliative results which are no better than those produced by some of the more restricted operations combined with irradiation. The operation gives good results in growths originating in the alveolus and palate or in the mucous membrane of the mouth and in these cases can be modified in such a way that it produces little permanent deformity.
Thus, for growths originating in the nasal sinuses I think the technique of restricted operation combined with irradiation is right provided that we accept the present cure rate as the best which we can manage.
We ought, however, to consider possible lines of advance. These are: (1) Extension of the classical operation to make it truly radical, and (2) The application of radical surgery directly it is clear that the original operation of access and irradiation has failed to cure the growth completely.
Every surgeon who has performed a classical excision of the upper jaw for a growth originating in the nasal sinuses knows that it is an unsatisfactory technical procedure as it does not conform with the ordinary requirements of an operation for malignant disease. These requirements are that the growth itself should be in' the centre of a sphere of tissue with an adequate margin of apparently normal tissue at the periphery. In the classical operation the margin is very small posteriorly, and to make it really satisfactory the operation must be extended backwards, upwards, and towards the mid-line. This can only be done by removing the ascending ramus of the lower jaw together with the pterygoid muscles and the pterygoid plates, displacing the lateral wall of the pharynx and the common carotid artery and exposing the base of the skull. In most cases it involves remnoving the lateral mass of the ethmoid and clearing the orbit. An operation of this type was a very difficult surgical feat until the introduction of the very modern forms of anesthesia which make use of hexylmethonium compounds to reduce bleeding to a minimum. With these compounds the operation is simple but risky. It is too soon to say how much hope it gives but there is not much room for FEB. optimism because the post-mortem records of patients who die within a year of their first consultation show that nearly half of them have distant metastases well developed when they die, and probably had the seeds of metastases when they first sought advice. The other possible line of advance which appeals to me strongly is to apply radical surgery more freely in cases in which there is residual growth after an operation for access and drainage and a single irradiation. I do not think there is much to be expected of this unless the more radical operation 6f which I have spoken is adopted but if the results in other parts of the mouth are any guide second and third irradiations very seldom produce a cure and there is much to be said for employing a truly radical operation once it is clear that the original irradiation has failed to arrest the growth completely. My guess is that the adoption of this principle together with the extended operation would result in some improvement in the survival rate but the improvement would not be very great because of the frequency of distant metastases.
There are two other points to which I wish to refer. The first is the place of microscopy in assessing prognosis and determining the appropriate treatment. I am sure that it is of some value but I believe that this value is often exaggerated and I must confess that I have found it of very little help except in demonstrating invasion of glands. On the other hand the site of the growth and its macroscopic appearances are sometimes very helpful indeed. There is a type of growth which behaves very like the nasopharyngeal growth which is now so well recognized, in that it spreads submucously, does not ulcerate and is very radiosensitive. (An illustration of such a case is given in Gardham, 1939, Lancet, i, 677.) These growths produce enlargement of the upper jaw but they are distinguishable from antral growths because pain is much less and discharge and foetor are absent. Biopsy is just as difficult and unsatisfactory as it is in the nasopharyngeal growths but tele-irradiation produces quick regression of the tumour though remote recurrences are the rule. Growths of the upper jaw which originate in the palate or alveolus generally conform to one of two types. There is the papillary exfoliative growth which spreads widely but superficially and gives surprisingly good results with surgery. There is another type of growth which starts in the alveolus leaving a very small ulcer on the surface with none of the classical signs of malignancy but invades the bone deeply and widely. This latter type is commoner in the lower jaw, but it is important to re'cognize it as it does not show the ordinary clinical appearances of a carcinoma but nevertheless invades the bone very deeply and widely and requires a correspondingly extensive excision.
The extent of the residual deformity which is to be expected after the extended operation is shown in Fig. 301 (cand D) in Gardham, 1953, Brit. J. Surg., 41, 249. This patient had a very big growth which did not originate in the antrum and it was possible to leave the ethmoid and the orbital plate sparing the eye. The right half of the lower jaw, the pterygoids, the whole of the right upper jaw with the exception of the orbital plate and part of the left upper jaw were removed. As the figure shows the deformity is marked but it is by no means intolerable and four years after operation this patient, who is now 83 years old, is able to eat well, talk volubly and smoke to excess and is correspondingly happy.
Mr. C. P. Wilson: I propose to restrict my remarks to growths arising primarily in the antra and anterior ethmoidal regions.
Both surgery and radiotherapy have been used independently, but most workers agree that thebest results are obtained by a combination of the two. Complete surgical extirpation is limited to small growths commencing on the alveolus or in a tooth socket. Such early cases are not numerous and can be dealt with by an operation of less extent than the formal operation for excision of the upper jaw. I do not think that this classical operation has any place in modem treatment.
Insertion of radium needles into the centre of the growth has occasionally produced cure but it is impossible to obtain a homogeneous distribution of dosage by such a method and successful results have usually been obtained at the expense of extensive necrosis of surrounding bone. External irradiation by teleradium or high voltage X-rays is more satisfactory as a homogeneous distribution can be more easily obtained but after treatment is completed necrosis is common because of associated sepsis: nor is it possible to decide whether or not the tumour has been completely destroyed, nor can recurrence be detected until it has reached formidable proportions.
It was to remove these disadvantages that it was decided that treatment must be a combination of surgery and radiotherapy.
Removal of a piece of tissue may be necessary to make certain of the diagnosis before treatment is commenced and this can be taken from suspicious tissue in the ethmoidal region or from the cavity of the antrum through the canine fossa, If the diagnosis is not in doubt it is better to defer taking a specimen until after treatment has commenced.
If there is marked infection of the antrum then drainage should be undertaken at the same time as the biopsy. Drainage is most useful intranasally. A large portion of the inferior turbinate is removed and a large opening made into the antrum through the lateral nasal wall using a bent diathermy electrode-the straight part of the electrode being covered with capillary tubing.
A full course of external irradiation is then given. Both teleradium and deep X-rays have been used at the Middlesex Hospital. With the former a 4-gram unit and later a 10-gram unit; X-rays 72 have been used with a conventional 200 kV apparatus. There does not seem to be a great deal of difference in the results obtained but the risk of necrosis in cases of gross sepsis is possibly less with teleradium. The dose given varies from 4,500 r to 6,000 or 7,000 r and according to the histological type of growth over a period of four to seven weeks; an average dose over the whole period of roughly 1,000 r per week using a five-day week. Each patient is planned individually and for the planning to be properly undertaken it is essential for as accurate a localization of the anatomical site and extent of the disease as possible to be provided by the clinicians-the surgeon and radiotherapist in combination.
During the late stages of irradiation there are generally obvious and visible signs of regression of the tumour-swelling of the cheeks gets less, proptosis is less marked and the nasal airway improves. This improvement continues for some few weeks after treatment has finished with absorption or discharge of necrotic growth and resolution of the accompanying swelling. By the end of four to six weeks the major part of the inflammatory reaction following treatment has subsided. The next step is the most important one. Its object is to provide a permanent window for future inspection, to destroy any remaining neoplasm and to provide a large single cavity for possible future treatment. Intratracheal anesthesia is used with a tube passed through the opposite nostril and the pharynx securely packed off. The patient is placed in a semi-sitting position with the head thrown back. Top lighting is sufficient for the first half of the operation but a head lamp is usually necessary for subsequent stages. Two silk stitches passed through the lip; one in the middle line and the other at the angle of the mouth make very convenient retractors. The first step in the operation is to outline a triangular area, the sides of which are respectively the middle line of the hard palate, a transverse line passing from the posterior end of this incision to the outer side of the alveolus behind the last molar tooth but just in front of the tuberosity and the third line joins these two incisions in the alveolar sulcus (Fig. 1) . A diathermy needle is used for this with a cutting current. The posterior transverse incision usually opens up branches of the posterior palatine vessels with free bleeding; this is easily dealt with by applying a fine sucker to the bleeding area and using a coagulating current. At its medial end the incision passes down to the spine of the hard palate in the middle line while at its lateral end it passes over the posterior part of the alveolus. In the middle part it divides the hard palate from the soft palate and enters the nasopharynx. The bone is divided by an osteotome just to the side of the middle line and splits the alveolus anteriorly and then the hard palate. The posterior end of the alveolus is then divided in the line of the transverse incision. A blow with a wide gouge in the region of the canine fossa enables the whole of the alveolus and palate to be levered off exposing the mucous membrane of the floor of the nose and also the mucosa of the floor of the antrum. The canal of the posterior palatine vessels is opened up with this removal of bone and there is free bleeding from the vessels. This is easily controlled by coagulation with the electrode pushed into the canal. More bone is now removed with a gouge from the incisor region so as to expose the floor of the nose as far forwards as possible and the rough edges of the hard palate nibbled away as far as the middle line (Fig. 2) .
The mucous membrane of the floor of the nose is now divided from before backwards about i in. from the middle line and the lateral part removed with the diathermy as far as the antronasal wall. The medial part of the mucous membrane of the floor of the nose is sutured with two or three catgut stitches to the mucous membrane of the hard palate in the middle line (Fig. 3 ). This hastens healing and makes subsequent insertion of an intracavitary applicator much less uncomfortable for the patient. The antrum is opened by removal of the mucous membrane forming its floor and the nasal and antral cavities can now be inspected. It is convenient to place gauze strips moistened with cocaine and adrenaline into the upper parts of the cavities. The inferior turbinate and remainder of the antro-nasal wall are removed with a bent diathermy needle as far up as the middle turbinate. As much of the bone of the anterior and lateral walls of the antrum as possible is now also removed and specimens of tissue taken from any areas originally affected by growth for microscopic examination. The middle turbinate and ethmoidal block is removed as far as possible in one piece and also sent for examination. If the original growth is in the antro-ethmoidal region or on the posterior wall of the antrum the posterior ethmoids should be exenterated and the sphenoid opened, even if no growth is apparent in the ethmoidal region. If there has previously been erosion of the orbital floor this should be removed also but the orbital edge is left unless it is definitely involved. Similarly as much of the inner wall of the orbit as practicable is removed especially if previous invasion of the orbit exists.
Up to this point a cutting current is used but now all doubtful areas remaining are coagulated as thoroughly as possible, care being taken to avoid the optic foramen. Any bleeding vessels are coagulated but it is not often that bleeding causes any serious inconvenience. The cavity is sprayed with penicillin and sulphathiazole powder and a previously prepared plastic obturator of very light construction inserted. There is no dressing or plugging. Penicillin is given for a week after operation. Modifications of this general scheme can be made.
If the growth is alveolar or buccal there is no need to do such extensive exenteration of the ethmoids and orbital walls as has been described and even the middle turbinate can be left, while in cases involving the posterior part of the antrum the whole of the tuberosity and even part of the soft palate adjoining it may need to be removed. In some cases, particularly if the antero-superior wall is involved with invasion of the orbit, it may be necessary to reflect the cheek using a modified Moure's incision so as to remove the whole anterior wall of the antrum including the orbital edge. The simple light obturator is removed after each meal and the cavity irrigated with weak sodium hypochlorite solution. Pain is not as a rule very severe and can usually be controlled with aspirin. I have not had any serious reactionary bleeding although there is usually aedema of the cheek for a week or two. When the cedema has subsided the obturator is replaced by a new one fitted with a small flange; this is more comfortable and more easily retained in position. A permanent obturator with teeth is not fitted for at least three months after operation. If the material removed at operation does not show any growth, and this was the case in some 30 % of cases, nothing further is done but the patient is watched carefully at monthly intervals for a year and subsequently at longer intervals.
The most annoying complication is that of sequestrum formation, particularly in the zygomatic region and in the region of the tuberosity of the palate. Such sequestra may take many months to separate but do not necessarily cause any symptoms, and need not be interfered with. Originally, patients were occasionally lost from meningeal and pulmonary complications but with the routine use of antibiotics during the last ten years such complications have been rare.
The most serious complication of the treatment as a whole is the development of cataract in the eye on the affected side and this slowly develops during the course of the first two years after treatment.
If growth is found to be still present at operation or in the microscopic sections of tissue removed at operation then radium is applied by means of an applicator moulded into the cavity. A hollow applicator fitting the cavity is made by the dental surgeon of vulcanite or other plastic material. The applicator is filled with wax and drilled to take the radium tubes. The position of these tubes varies according to the areas of persistent growth and to the size and shape of the cavity and is worked out by the physicist to produce a dose rate on the surface of the mould of about 70-100 r per hour giving a dose of 6,000 r in 60-90 hours. The falling off of the dosage rate from the surface of the mould is very rapid so that the applicator cannot be considered as providing anything more than surface treatment in the cavity but if the coagulation has been efficient this is all that is required.
If, however, there is spread to the posterior ethmoidal or sphenoidal regions it is necessary to insert radium needles into those areas. Each case must obviously at this stage be planned individually just as was the original treatment.
If at the original planning there is no evidence of metastasis in the glands of the neck no treatment need be given to the neck but if there is evidence of glandular involvement then irradiation is carried out to the glands at the same time as the primary lesion is treated. I do not think that block dissection of the neck should be undertaken primarily. The glands likely to be first involved are those high up on the lateral pharyngeal wall and these are not amenable to removal in a block dissection.
Dissection of glands is carried out in cases where localized glandular enlargement persists after the completion of the radiotherapy treatment of the primary lesion and glandular field. Some workers consider that surgical extirpation of the growth should be attempted in the first place and that irradiation should be given subsequent to operation. At the Middlesex Hospital my radiotherapeutic colleagues and I begin with a full course of external irradiation as the first procedure and then, if necessary, give post-operative irradiation by radium inserted into the cavity. We prefer this sequence as we consider that pre-operative irradiation is more effective, and that the tumour is usually more radiosensitive when it is irradiated with its blood supply unimpaired by previous surgical interference. Possibly also there may be less chance of dissemination of neoplasm as the result of operation if a full course of irradiation has been given beforehand. For the same reason I do not take a biopsy in those cases where the diagnosis is certain until about 1,000 r of radiation has been given. I have found that in more than one-third of the cases there has been no growth discernible histologically in the material removed at operation after irradiation.
Many cases do not present themselves for treatment until a very advanced stage but it is surprising how often successful results were obtained, and I do not consider this to be a contra-indication to treatment. A more common cause of failure is the poor general condition of a patient with an advanced growth and prolonged sepsis which prevents adequate treatment. Local recurrence most often occurs with growths invading the posterior wall of the antrum and extending into the pterygoid regions. The tragedy of such cases is that they have often had symptoms unrecognized for many months before diagnosis is made.
Growths invading the ethmoidal regions and the orbit are a most difficult problem and the results of treatment of such cases are very poor. Although every possible attempt is made to protect the eye on the opposite side the eye on the affected side is ignored and this may result in subsequent cataract and may even necessitate removal. It is the desire to protect the eye or orbital contents on the affected side which so often prevents efficient coagulation in the ethmoidal and orbital areas and I feel that in cases of this nature exenteration of the orbit should probably be carried out at the time of the palatal antrostomy. Unfortunately, it is difficult to persuade a patient that the eye should be removed if there is good vision present, even though it has to be kept covered and cannot be used effectively because of diplopia. It is quite impossible to persuade a patient to submit to this if his vision is goad and he can use the eye, nor is it easy for the clinician to realize that the loss of the eye may make the difference between success and failure. It is possible that with the development of newer methods of treatment such as the convergent beam technique and the cobalt 60 bomb with their ability to produce a more powerful and more localized depth dosage this problem will be overcome.
The results of treatment by the methods described are definitely encouraging. Of 171 cases seen up to 1950, 151 were treated. In the period up to 1937 there were 14-7% three-year cures and 11 8°%
five-year cures. In the following ten-year period , there were 33 8% three-year cures and 23-1 % five-year cures. For the years 1949 and 1950 the three-year cures were 727 %. I do not wish to stress this last figure, which only refers to a three-year cure period, but results have steadily improved with each period and I feel there is every reason for encouragement. Mr. Alan H. Hunt: The unanimity of opinion that exists between Mr. Gardham, Mr. Wilson and myself is largely that of dissatisfaction at the results of treatment.
Squamous cell carcinomata of the antrum.-To add emphasis to this point, Dr. M. Lederman has kindly allowed me to quote his and Mr. W. A. Mill's results of radiotherapy combined with surgery at the old Cancer Hospital (now happily re-named the Royal Marsden Hospital after its founder).
Out of 239 cases of upper jaw cancer, 112 were antral tumours and of these 87 (or 78%) were squamous cell carcinomata. This is the largest and most difficult group to treat. The five-year recurrence-free survival rate (to 1952) is no more than 34%/. Capps and Williams (1950) Bartholomew's and the Royal Marsden Hospitals the treatment has been similar-high voltage therapy in the first place followed by surgical excision of the residual tumour and full exposure by removal of the palate and alveolus, the operative approach being from within the mouth. The lymphatic glands, when they are involved, are treated by block dissection or high voltage therapy, depending upon whether the glands are mobile or fixed. The glands have not been commonly involved.
Recurrences.-Recurrences are treated by intracavitary irradiation or radical excision. My own experience with the radical operation has shown that it can be successful after all other methods have failed and this raises a doubt in my mind as to whether the ear, nose and throat surgeons are being radical enough in their surgery. Present methods of combined radiotherapy and surgery are undoubtedly a vast improvement on the old method of radical surgery alone. The curetting out of the tumour from within has proved its worth, but I believe that the time has come to revert more commonly to the earlier and more disfiguring operative approach, by cutting out the recurrent tumour from outside, dividing through uninvolved tissues and beyond its extensions. I speak as a general surgeon and my opinion is based on an experience of no more than fifteen radical excisions. However, most of these have been successful and every case was referred to me after radiotherapy and limited surgery had failed. Thefolio w-up.-The initial full planned treatment must ber supplemented by assiduous follow-up, so that recurrences can be spotted as soon as they develop.
The defect.-In planning the surgical attack on these recurrences, the first consideration is ablation of the disease, but a constant anxiety is the defect that inevitably results. The internal defect of palate and alveolus can' however, be made good with a dental prosthesis. These are now excellent, from the point of view of both function and appearance ( Figs. 1 and 4) . The external defect can be covered up by a prosthesis (Fig. 2c ), which will enable the patient to face life again. But prostheses tend to leak saliva, beer and smoke and are not, therefore, as satisfactory to the patient as a new skin cheek.
If the recurrence involves the floor of the orbit, then the eye of that side must almost always be sacrificed.
It is a matter of weighing up the patient's life against one of his eyes and the patient himself usually has no hesitation in making the correct choice ( Figs. 1 and 2) .
In considering the defect one must remember that the very worst disfiguration of all occurs as a result of the continued growth of the tumour. Fig. 2A is a photograph of a man with persistent antral carcinoma fungating out on to his cheek, involving lip, nose and orbit and causing a stinking necrotic oral fistula. He is staring death in the face and a defect of almost any size (Fig. 2B) is an improvement on that circumstance, especially as there is a remote chance of a cure. The external prosthesis in his case (Fig. 2c) is only a temporary measure and we intend to replace his cheek in the near future.
The repair.-The patient illustrated in Fig. 2 will require a larger plastic operation than the lined forehead pedicle flap illustrated in Fig. lB . This operation (Hunt, 1952) illustrates the principle that was often enunciated by the late Percival P. Cole, of the Royal Cancer Hospital, of repair by "local borrowing," and we have found it very successful in roofing over cheek and mouth defects in elderly people. The advantages of the method are that the patients are not immobilized in any way during the three stages of the operation and the whole process of repair is finished in a maximum of six weeks.
Plastic reconstruction of the face must not be begun until one may be reasonably sure that a further recurrence is not going to develop. However, it is not wise to defer the repair unnecessarily if the cavity can be examined by the removal of a palatal obturator.
Extirpation of the growth.-The operation of surgical extirpation must depend on the position and extent of the tumour rather than on its type. For example, radical upper jaw excisions have been done on 8 patients who were suffering from cancer of-the upper jaw other than primarily of the antrum, which, as I have already mentioned, constitutes less than half the carcinomata of the upper jaw. In 3 the growth was a rodent ulcer extending into the bone, in 3 the primary tumour was in the alveolus, in one an extension from the buccal aspect of the cheek (Fig. 5 ) and in another recurrence of an adamantinoma of the lower jaw (which had extended up into the pterygoid laminae). One of the rodent ulcer patients (Fig. 3) face, no upper jaws, no nose and no eyes, the destruction having occurred largely as a result of invasion by tumour but also as a result of radiotherapy and radical surgery. Yet she leads a fairly contented and moderately useful life. She covers her face with a mask which she makes herself out of gamgee and tapes, and she gets about as much as she wants to. She helps in the home, does the washing up, knits and so on. She is free from pain and there are no unpleasant discharges. Treatment in her case has been well worth while in spite of the appalling deformity.
In the case of alveolar carcinomata I have usually found it advisable to turn back the cheek in order to do a radical operation. Whenever necessary I cover the bare areas of the cavity with freehand Thiersch graft mounted on a stent wax obturator. Fig. 4 shows a man (a patient referred by Mr. John Cambrook) whose infiltrating squamous cell carcinoma had extended throughout the whole upper alveolus and palate. His operation was done more than seven years ago and he has led a normal life since. His appearance is also normal. The extirpation in this case was done through an extensive Caldwell-Luc incision running right round the upper gingivo-alveolar sulcus. The soft tissues of the face were stripped up off the bony framework, which was sectioned by chiselling backwards through both antra and the lower part of both nasal cavities, thereby removing the whole hard palate and both upper alveoli. Dressing consisted of no more than a temporary obturator of stent held in place by means of two thick pieces of stainless steel wire brought out through the mouth and attached to a plaster skull-cap. In this man's case the right external carotid artery was tied as a first stage to the operation, the left external carotid being temporarily occluded until haemostasis had been secured, a procedure which undoubtedly is of great assistance in these gory operations. both upper and lower jaws, recurring after extensive radium therapy in Paris. The lymph glands~'of the neck were involved. Operation in this case entailed upper and lower jaw excision combined with Crile's block dissection -of the neck. No skin was removed so external closure was easy and internal closure was effected by stitching the mucous membrane of the side of the tongue to the edge of the soft palate. The patient does not allow his oral disability and facial deformity to interfere with his life in any way whatsoever.
The decision as to whether or niot a block dissection of the neck should be done rests entirely on an assessment of the state of the lymphatic glands by the operating surgeon.
The surgical extirpation, therefore, must be designed specifically and individually for each patient and no hard and fast rules can be laid down. For my part, I prefer a wide exposure and I always attempt to cut around rather than burning through tissue invaded by tumour.
In summary, therefore, I strongly advocate early and more radical surgical extirpation of all carcinoma remaining or recurring in the upper jaw, after the initial planned treatment has been completed, whether the tumour arises within the antrum or not
